Introdução: O objetivo deste estudo foi comparar os pacientes com transtorno bipolar (TB), seus familiares de primeiro grau e um grupo de controles saudáveis em termos de uso de estratégias adaptativas e não adaptativas, explorando diferenças entre tipos específicos de estratégias e suas correlações com variáveis clínicas. Métodos: Estudo transversal, envolvendo 36 pacientes com TB eutímicos, 39 familiares de primeiro grau e 44 controles. As estratégias de enfrentamento foram avaliadas usando a escala Brief COPE. Resultados: Foram detectadas diferenças significativas no uso de estratégias adaptativas e não adaptativas por pacientes, seus familiares e controles. Os pacientes usaram estratégias adaptativas com menos frequência do que os familiares (p<0,001) e controles (p=0,003). Não houve diferença significativa entre familiares dos pacientes e controles (p=0,707). Por outro lado, os pacientes (p<0,001) e seus familiares (p=0,004) exibiram pontuações mais elevadas para coping não adaptativo em relação aos controles. Não houve diferença significativa quando os pacientes foram comparados com seus familiares (p=0,517). Conclusões: Familiares de primeiro grau estavam em um nível intermediário entre pacientes com TB e controles no que diz respeito ao uso de habilidades de enfrentamento. Esta descoberta apoia o desenvolvimento de intervenções psicossociais para incentivar o uso de estratégias adaptativas em vez de estratégias inadequadas nessa população. Descritores: Coping, Brief COPE, transtorno bipolar, familiares de primeiro grau.
Introduction
Bipolar disorder (BD) is a multidimensional condition, involving a complex and dynamic interaction between biological and psychosocial factors. Although pharmacotherapy is the first-line treatment for BD, psychosocial interventions are also important tools for managing emotional and behavioral factors during the course of the disease. 1, 2 BD is associated with significant impairment in work, family and social life, beyond the acute phases of the illness. Factors that appear to increase the risk of poor functioning and disability in patients with BD are mainly subsyndromal symptoms and neurocognitive impairment. 3 BD is associated with markers of psychosocial dysfunction that refer to a person's ability to function socially and professionally and live independently. Patients with BD may experience severe dysfunction in different domains of life, such as work productivity, social activities, and autonomy.
The condition is also associated with higher mortality rates and causes high treatment costs and considerable emotional distress for patients and their families. 4 The association between stressors and precipitation of bipolar episodes has been clearly documented. 5 Coping strategies can be useful for dealing with some of these factors. Coping can be defined as thoughts and behaviors used to manage the internal and external demands of situations appraised as stressful. 6 Coping strategies can be conceptualized as maladaptive or adaptive. For example, active coping strategies are understood to be adaptive, contributing to a better psychosocial functioning, 7 whereas maladaptive coping strategies, such as rumination about negative states, are linked to increased depression. 8 In addition to their influence on the course of the disease, different coping strategies (e.g., low levels of acceptance and high levels of denial) have been associated with poor adherence to medication in BD I. 9 The use of coping strategies has been recognized as an important mechanism in BD clinical outcomes that can aid in preventing the emergence of affective disorders in subsets of the population at greater-thanaverage risk of developing such a disorder. 10 Studies have investigated how the use of coping strategies can impact on BD. [11] [12] [13] Studies of coping in BD suggest that the way in which patients face the prodromes of mania and also their ability to recognize early signs of depression make a significant contribution to their level of social functioning. 11 Bipolar patients tend to use a less active and more avoidance-based style of coping in reaction to stress than people in the general population 14 and exhibit greater reliance on maladaptive coping strategies and lesser utilization of adaptive strategies in response to negative events than their unaffected biological relatives and than healthy controls. 13, 15 The risk of first-degree relatives developing BD is approximately 10-fold higher than that of the general population. 16 Studies have shown that the family members of patients with BD have stress levels that are as high as those observed in the caregivers of people diagnosed with schizophrenia 17 and higher than the levels of people caring for relatives with unipolar depression. 18, 19 Maladaptive coping strategies are observed in family environments marked by high levels of conflict and excessive control, and by low levels of cohesion and emotional support, whereas adaptive coping strategies are more common in family environments that are cohesive and supporting, with low levels of conflict and control. 20 The children of bipolar parents exhibit an increased risk of developing psychiatric pathologies or dysfunctions and a profile of ineffective coping strategies. 21 Disruptive behaviors during childhood, anxiety and early-onset depression can be considered markers of risk for BD in high-risk group individuals. As such, coping strategies can play an important protective role throughout the course of the disease. 22 It is therefore necessary to investigate the manner in which patients and family members employ coping strategies and how to intervene to achieve better management of these factors, understanding which groups need interventions to help patients and relatives to better manage stress situations. Few studies have investigated coping in BD and no studies have assessed coping in adult first-degree relatives of bipolar patients.
In view of the importance of environmental factors in the course of this disease, the objective of this study was to investigate coping in BD, comparing patients with BD with their first-degree relatives and a group of healthy controls in terms of their use of adaptive and maladaptive coping strategies. The secondary objective is to explore differences between specific types of strategies and correlations with clinical variables.
Our hypothesis is that groups of bipolar patients and relatives will present greater use of maladaptive strategies compared to the control group. 
Methods

Population and procedures
Instruments
Coping strategies were evaluated using a version of the Brief COPE scale, which assesses 14 adaptive and maladaptive styles derived from theoretical studies on coping, adhering partly to the model developed by Lazarus & Folkman 6 and partly to the behavioral self-regulation model. 23 A version of the instrument previously adapted for Portuguese was used. 24 The authors of the scale 25 are interested in the role that individual differences can have in coping and recognize that there are certain styles of coping that integrate a repertoire of relatively fixed strategies, used through time and circumstances. The approaches that integrate the issues of individual disposition approximate the trait theory and focus on coping strategies that tend to be used by individuals in varied stressful situations. These approaches can be evaluated as measures of selfresponse, questioning the habitual way of responding to stressful environments. 24 The instrument asks participants to respond indicating how often they normally react to stressful situations using a list of different strategies. The response choices lie along a 4-point scale (1=never; 2=occasionally; 3=very often; and 4=always). According to Carver, 26 the scale can be used in accordance with authors' requirements. For the purposes of analyzing Brief COPE data, coping strategies were classified as either adaptive or maladaptive. 13 Adaptive strategies included active coping, planning, use of emotional support, use of instrumental support, positive reframing, acceptance, religion, and humor. Maladaptive strategies include venting, denial, substance use, behavioral disengagement, self-distraction, and self-blame.
The Brief COPE demonstrated concurrent and predictive validity in a psychiatric sample. 27 Another study 28 with a sample of patients with BD I reported high internal consistency for the two subscales examined (acceptance=0.84; denial=0.77). The internal consistency for all subscales in that sample ranged from 0.3 to 0.9. The Brief COPE has been successfully utilized in BD, with good psychometric properties. 13, 28 In another sample, 29 
Associations between variables were evaluated using
Spearman's correlation coefficients. For all analyses, the limit of statistical significance was set at 0.05.
Results
Characteristics of the sample
A total of 36 patients with BD, 39 of their firstdegree relatives and 44 controls were included. In all three groups, there was a majority of women:
they accounted for 75% of the patients, 69% of the relatives, and 55% of the control group. Table 1 lists the characteristics of the sample.
Adaptive coping vs. maladaptive coping
The sums of the scores obtained for adaptive coping and for maladaptive coping both exhibited normal distributions, and ANOVA detected differences between the groups (patients, patients' relatives and controls)
for adaptive (p<0.001) and maladaptive (p<0.001) scores, as shown in Table 2 . After application of the Tukey post-hoc test, significant differences were observed for adaptive coping between patients and patients' relatives (p<0.001) and between patients and controls (p=0.003), with patients' relatives and controls exhibiting higher scores for adaptive coping than patients. There was no significant difference between patients' relatives and controls (p=0.707).
In contrast, patients (p<0.001) and their relatives (p=0.004) exhibited higher scores for maladaptive coping than controls. There was no significant difference when patients were compared with patients' relatives (p=0.517). Table 3 lists the results obtained for the coping strategies used by the three groups. There were significant differences in the use of the following adaptive strategies: active coping (p<0.002), planning (p<0.001), positive reframing (p<0.001), and humor (p<0.013). Differences were found between patients' relatives and patients, with patients' relatives exhibiting significantly higher mean scores than patients, for the following strategies: active coping (p=0.011), planning (p<0.001), positive reframing (p<0.001), and humor (p=0.031). There were also significant differences between patients and controls for the same strategies:
Coping strategies used and comparisons between groups
active coping (p=0.002), planning (p<0.001), positive reframing p=0.002), and humor (p=0.035), in all of which controls had higher scores than patients.
Significant differences in the results obtained for maladaptive coping were identified for the strategies denial (p<0.001), self-distraction (p=0.032), and behavioral disengagement (p<0.001). After analysis, differences were identified between patients and controls, with patients exhibiting higher scores than controls for denial (p<0.001), self-distraction (p=0.05), and behavioral disengagement (p<0.001). Substance use was the only coping strategy that was not reported by the control group, while patients' relatives and patients did not differ from each other (p=0.664).
As secondary outcomes, we explored correlations between specific types of coping and clinical variables such as gender, age at first episode, educational level, occupation and time since disease diagnosis.
Correlations were detected between coping and gender and between coping and age at first episode.
Coping and type of first episode
It was observed that 33.3% of the patients' first episode was manic, and 63.9% had had a first episode that was depressive. Analysis of the correlations between first episode subtype (manic vs. depressive) and coping strategies revealed significant differences for positive reframing, in that the subset of patients whose first episode was manic had higher scores (6.42) than the subset of patients whose first episode was depressive, with a mean score of 5.29, resulting in p=0.042.
When age at first episode was analyzed, there was a significant difference for the acceptance strategy (r s =0.400, p=0.019). There was also an inverse relationship between age at first episode and venting (r s =-0.381, p=0.026).
There were no further differences between patients with a manic vs. a depressive first episode in terms of any of the other types of coping. Similarly, there were no significant differences when coping was classified as adaptive or maladaptive. None of the other variables assessed (age, educational level, occupation) exhibited statistically significant correlations with coping. The observation that first-degree relatives and controls use adaptive strategies more than patients has been reported in previous studies 13, 14 and suggests that the capacity of patients' relatives to manage stressful situations using more adaptive strategies is due to the lack of functional impairment associated with BD, or that their better capacity is protective against the development of mental disorders.
In contrast, results for maladaptive strategies revealed that both patients' relatives and the patients themselves used these strategies more frequently than healthy controls. One possibility is that family environments with high levels of conflict, impaired emotional expression and emotional overload may contribute to less effective management of stressful situations. 30 These findings show that patients' relatives appear to form an intermediate group in relation to patients and controls, highlighting the importance of providing patients' relatives with psychological care, since a dysfunctional family environment is associated with precipitation, recurrence and relapse in many different psychiatric disorders. Moreover, it is known that the family can be a protective factor or a risk factor for disease progression, depending on how conflicts are resolved. 1 The greater use of maladaptive strategies by patients than by controls may be associated with the cognitive deterioration that can occur in bipolar patients with long disease duration and recurrent episodes. 31 Coping strategies are dependent on the integrity of executive function, and a long-lasting disease process can lead to the ineffective use of coping strategies and consequent adoption of mechanisms that are less effective for the management of stressful situations. 12 In BD, functioning can be improved, and life satisfaction increased, through psychosocial interventions, 32 techniques such as self-monitoring, identification of early signs of relapse and methods for managing adverse situations and stressful events, 33 contributing to a more effective use of adaptive strategies.
The more frequent use of the strategies active coping (take action or make an effort to remove the relationships and involving themselves in family life. 34, 35 Analysis of the type of first episode showed that patients who had had a manic first episode were more likely to use positive reframing strategies than patients who had had a depressive first episode. Other coping strategies were not correlated with subtype of first episode. A review study of coping in affective disorders did not find specific associations between coping strategies and type of first episode. 10 In turn, use of the acceptance coping strategy was directly related to age at first episode: the greater the patients' age at first episode, the more likely they were to employ acceptance coping. This type of coping is an adaptive strategy and comprises accepting that the stressful event has happened and is real, indicating greater awareness of the situation, which is needed to face up to it. This strategy is also linked to compliance with medication, since low scores appear to be associated with poor compliance with medication. 28 In contrast, the use of venting exhibited an inverse relationship with age at first episode, indicating that the younger the age at first episode, the greater the frequency of venting coping. This strategy involves heightened awareness of emotional stress and a tendency to express or offload these feelings, and is considered a maladaptive strategy. This finding could suggest that this strategy is related to maturity and that the earlier in life that patients are affected by the mental disorder, the greater their use of emotional venting in response to stress.
Based on the results found, the prevalence of maladaptive coping strategies in patients and relatives suggests that psychological techniques should be used to assist them in the management of stress situations.
One of the objectives of psychosocial interventions
is to increase the capacity to deal with environmental stressors associated with the symptomatology of BD.
The use of stress reduction techniques, helping patients and their families to modify the evaluation of stressful situations, can contribute to an emotional improvement. The size of the sample is an important limiting factor, and the results should be interpreted with care. Another limitation is the fact that the Brief COPE version employed was adapted to European rather than to Brazilian Portuguese, and there may be cultural differences implied. The lack of a validation study for this version of the scale is another important limitation. It is necessary to investigate coping processes in conjunction with other psychological factors in prospective studies, which would provide greater understanding of the importance of coping in the development of BD. It is not easy to make a clear distinction between coping processes and symptoms without a better understanding of the complex interaction involved. Because of these difficulties, psychosocial interventions focusing on coping strategies still need to be better formulated and studied. High-risk long-term studies capable of detecting coping before and after the onset of a mood disorder would aid in the production of new information on the relationship between coping strategies and mood disorder. 10
Conclusion
In conclusion, the group of patients' relatives was at an intermediate level between patients and controls. Patients' relatives reported using adaptive strategies more often, which could contribute to better emotional equilibrium, but they also reported a greater frequency of using maladaptive strategies, at a similar level to that reported by patients, meaning that they remain part of a group that is less effective at managing stressful situations, which could contribute to the development of psychological disorders. Better psychosocial interventions to foster the more frequent use of adaptive rather than maladaptive strategies are certainly needed.
